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ABSTRACT
The present study attempts to identify all possible
grief patterns following a pregnancy loss and analyze the
characteristics which might be associated with each pattern.
Previous study has addressed three common-grief
patterns: normal grief, chronic grief and delayed grief.
But there has been no attention directed towards some other
variations of grief reaction to a pregnancy loss in the
literature.
In this study, 7 different types of grief patterns were .---------
first identified according to the change of grief scores
over time in each person. Then some of the 7 patterns,
which shared some similarities in their changes, were merged
to create 4 groups.
Univariate and multivariate analysis of variance,
discriminant function analysis and other analysis were
conducted t~est the hypothesis that there were significant
differences among these groups on the variables of grief
intensity, age, gender, education, social support, marital
satisfaction, previous pregnancy loss, subsequent births and
pregnancies, subsequent pregnancy loss, presence of children
at the time of loss and presence of children two years after
the loss and that some of these variables could affect
different changes of grief in each group.
The results of these analyses showed that significant
differences existed among these groups on some variables as
1
predicted. These differences were found not only in the
individual variables, but also in the effect of the combined
variables.
Through the analysis of the characteristics associated
with each pattern, it was found that changes of grief scores
in each group were very different; changes of grief scores
in each pattern were attributed to different factors.
The finding that most people have demonstrated
different problems during the two-year grieving process
indicates that completion of grief takes a much longer time
than what is usually assumed. This study also points out
the significance of the two-year longitudinal study in
J
examining variations of grief changes during the grieving
process.
Due to the limited sample size, this study did not
consider the characteristics of different degrees of grief
intensity in each group. Further study of this problem is
suggested.
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INTRODUCTION
The present study aims at (1) identifying other
possible variations of grief patterns after a pregnancy
loss; and (2) analyzing the characteristics associated with
each type of pattern in order to find out what causes
different kinds of changes during the grieving process.
The loss of a close relationship is the most painful
human experience. The psychophysiological reaction to the
loss is complicated and varies with each individual.
However, researchers have made attempts to systematically
describe the process and components of grief from various
theoretical perspectives. Although there are considerable
individual differences in grief reactions, according to the
literature, they are all variants of the two basic patterns:
normal and pathological grief.
Normal Grief--
1. Definition
Normal grief, which is also called acute or typical
grief, usually refers to clusters of psychological and
physiological responses that occur at the time of the loss
and for a certain period of time after the loss, which
include shock, denial, depressive symptoms, guilt, anger,
searching, yearning, hopelessness, sighing respiration,
throat tightness, sleep disturbance, lack of strength and
.
digestive problems. The most striking features of normal
grief were summarized by Lindermann (1944) as (1) somatic,
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distress, (2) preoccupation with the image of the deceased,
(3) guilt, (4) hostile reaction to others and (5) loss of
usual patterns of conduct. All of these reactions, if they
run an uncomplicated course or diminish in intensity during
the passage of time, are regarded as healthy and normal
responses to the death of a loved one and require no
therapeutic intervention (Stroebe and Stroebe, 1987). It is
also generally agreed that normal grief typically consists
of certain phases as stated below. In spite of ,t~emendous
individual differences in intensity, duration, and form of
;
grief, most of these variations are within the range of what
has been considered to be normal.
2. stages of Normal Grief
Through the examination of the components of grief, a
diverse groups of researchers have proposed general phases
or stages an adult might go through in the grieving process.
Parkes (1970) and Clayton (1973) suggested that the normal
process of bereavement consists of four stages.
(1) Numbness and shock
The first reaction to the news of the loss of a loved
one is usually shock, numbness and disbelief. Most of the
subjects in the studies conducted by Glick, Weiss and Parkes
demonstrated these symptoms. Shock is most often noticed
when death is sudden and unexpected. Shock can cause a
sudden violent disturbance in one's psychological
functioning. At this stage, people may have difficulty
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accepting the reality of death. This period usually lasts
usually from a few hours to a few days to a few w~eks.
(2) Searching and yearning
After the initial numbness, in moving from disbelief to
gradual acceptance of the reality of the loss, bereaved
people begin to search and yearn for the lost sUbject. At
this time, both somatic and psychological symptoms are
observable. with the yearning and searching there is a most
intense preoccupation with the image of the deceased. Some
people may have illusions of seeing or hearing the deceased
person. Most of the widows and widowers in Lindermann's and
Clayton's studies demonstrated these symptoms. The
searching and yearning of this phase "tends to come in waves
lasting from approximately 20 minutes to an hour"
)
(Lindermann 1944; Parkes 1972).\ If the death is sudden and,
preventable, the bereaved may show their anger to others,
"fate", God or the self. with anger often comes feelings of
guilt, shame or self-blame.
(3) Disorganization and despair
As a result of the restless activity of searching and
pining, bereaved people show less interest in activities and
in being with people. They are unable to concentrate on
outside tasks or to initiate any activities. At this
- '\
stage, the earlier severe and painful searching and yearning
could have changed into a more general depression which may
last typically 6 months to a year or more after the death.
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somatic symptoms also.persist, including sleeplessness, loss
of appetite and weight. Overcoming these reactions is slow
and painf~l. For many bereaved this stage is more
devastating than any earlier one.
~
(4) Recovery and resolution
At this stage bereaved people accept the death and
begin to return to the same level of functioning as before
the loss. Although grief is resolved, a tie is never
completely broken. There is the possibility that grief may
recur at anniversaries, around nolidays and birthdays or in
other circumstances. such as future losses and reminders of
the deceased.
However, there is some disagreement with the notion of
stages. Bugen (1977) argued that the "stage" concept of
bereavement has some theoretical weakness and
inconsistencies because- he believed that the stages are not
successive and they "subsume one another or blend
dynamically". Stroebe and Stroebe (1987) concluded that it
could be very misleading to make definitive statements about
the presence of specific symptoms at a pa~ticular time or
stage of bereavement, as it has been noted that it is
possible that certain stages may be abbreviated or may be
'partially or completely absent and that there is no straight
line in the progression from the time of death to the
resolution of bereavement. Raphael (1984) also stated that
none of the stages are clear-cut or fixed.
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It has also been shown that there is no clearly'
identifiable "recovery" or "resolution" stage. Clayton's
study (1982) indicates that the physiological symptoms
usually predominate in early bereavement and psychological
symptoms are predominant in later period. Some particular
psychological symptoms such as those of depression were
found more likely to persist for a longer period and recur
frequently. Thus, psychological, physiological and social
recovery do not necessarily proceed at the same rate.
Nevertheless osterweis et al. (1983) claimed that to
view grief in phases helps to diagnose pathological symptoms
and to determine whether a bereaved person is sUffering from
delayed or absent grief.
3. Duration of Normal Grief
Normal grief usually takes a certain period of time to
be completed. However, there are some conflicting findings
in regard to the duration of normal grief. Sigmund Freud
felt that a normal period of grief and mourning might last
from one to two years, as he viewed grief as a psychological
process of relinquishing a loved object, which is painful
and difficult. Lindermann (1944), based on his study of 101
bereaved persons after the disastrous fire in Boston's
Coconut Grove night club, suggested that it might take a two
month period to complete the grieving process. But later
research findings have shown that recovery from a loss takes
a longer time than Lindemann claimed. Clayton (1982) states
7
that many people are on their way to recovery by 6 months,
although others continue to have specific symptom events at
one year. Parkes (1983), in his study of widows and
widowers, found that by 13 months the trajectory of recovery
or failure to recover was evident. As anniversaries can
trigger or worsen grieving symptoms, the real recovery sign
will be shown if the bereaved can get through this
particular point of time. The consideration of the
anniversary experience can help to decide whether the course
of recovery from bereavement really has started or
psychiatric complaints have arisen. It is widely held that
the bereavement process is normally completed in a year.
However, Osterweis et al.(1983) pointed out that data from
systematic studies and from clinic reports show that the
grieving process may last more than one year for many people
and still remain within the normal boundaries.
4. Percentage of Bereaved People within the Range of
Normality
Most studies on the percentage of bereaved people who
experience a normal grief pattern have confirmed that the
majority of SUbjects who experienced the loss of a loved one
have completed their grieving process within the normal
range of time which lasts usually around one year. But the
exact figure varies from 81% (Clayton, 1968) to 70% to 65%
(Parkes, 1965).
Pathological Grief
8
1.Definition
Pathological grief, which is also called abnormal or
atypical grief, refers to prolonged or exaggerated forms of
normal grief. The symptoms of pathological grief do not
basically differ from normal grief according to Parkes
~
(1982), but they show "a marked deviation from the normal
pattern and they are associated with maladjustment and
psychiatric problems" (Stroebe and Stroebe, 1983). Parkes
concluded that the distinction between normal and
pathological grief was not a matter of symptoms but a matter
of intensity and duration. If people are stuck in any of the
normal grieving phases such as persistent searching and
yearning, or if they are extremely preoccupied with the
thought of the lost object, pathological developments are
suspected.
2.Types of Pathological Grief
'Parkes (1965) identified three forms of pathological
reaction to loss: chrqnic, delayed and inhibited grief,
which are often indicative of a failure to recover from the
bereavement.
Chronic grief, which is also called prolonged grief,
refers to the indefinite prolongation of grief. Several
investigators have found that chronic grief is the most
common pathological reaction to bereavement (Wahl,1970i
Volkan,1970i Parkes 1965). In chronic grief the normal
phases may become protracted or excessively intense (Parkes
9
and Weiss 1983). The symptoms are highly exaggerated.
These may be excessive anger, guilt and self-blame,or
persistent depression, which make resolution and adaption,
difficult.
Delayed grief was described by Lindermann as that in
which for some reason the person who experienced a loss may
show little or no normal grieving reaction soon after the
death. Based on his clinic observation, Lindermann found
the delay of grieving response can last for weeks or even
much longer. Delayed grief, if regarded as pathological, is
always followed by exaggerated grief or chronic grief. In
Parkes' study (1965), it was found that each of his cases of
delayed grief later developed chronic grief. Cullberg
(1971) found that wom~n who demonstrated a suppression of
feelings about the stillbirth showed more prolonged
psychological symptomatology than those who expressed their
feelings.
Most often short time delay is reported. During the
period of delay if the bereaved person demonstrates 'some
symptoms of "distorted grief" such as "overactivity without
a sense of loss, hostility against others, alienation and
isolation, or severe depression", it is also regarded as
abnormal by Lindermann. If delay is in term of years it
falls into another pattern known as "absence of grief" (see
below) .
Inhibited grief, which is also called absent grief or
10
hidden grief, refers to the absence of most of the normal
grief responses to a loss. The grieving or mourning
processes may be totally absent, partially suppressed or
inhibited. But the unexhibited grieving sYmptoms are
actually repressed and are channeled into somatic sYmptoms
(Deutsch,1947; William and Prados,1951). Volkan observed
that patients who do not show their grieving responses will
often complain about physical illness. The process of
inhibited grief is described as a "fending off" of
threatening emotions that are too painful to bear. To some
people the suppression of grief helps to avoid the pain of
loss. But the absence of grieving sYmptoms represents "some
forms of personality pathology and will have later adverse
consequences" (Osterweis et al.1983). Parkes and Weiss
stated that absent grief is a relatively infrequent form of
pathological grieving.
The problems involved in the distinction between normal
and abnormal grief have also been discussed in the
literature. As there is a lack of agreement about what
constitutes normal or abnormal outcomes, no single standard
is available for assessment. It has been generally held
that normal grief is usually associated with a good outcome
and pathological grief with a poor outcome. But a few
findings suggest that some of the grief reactions regarded
as pathological do not always lead to a abnormal outcome
which Wortman and Silver (1989) called the "myths of coping
11
with lossll.
Realizing the difficulties involved in distinguishing
normal from abnormal grief, Lasker and Toedter et ale (1989)
constructed the perinatal grief scale to measure different
dimensions of grief and they labeled the symptoms which have
no severe effect as IIActive Grief ll and those which
represents an increaseingly intense response to the loss as
IIDifficulty Coping", and IIDespair ll •
Theoretical Models for Explaining Normal and Pathological
Grief
A number of theoretical models have been proposed to
explain the responses of adults to bereavement. Based on
data from clinical observations, each model tries to account
for specific grief symptoms in the grieving process from
various theoratical perspectives. In spite of its own
limitations, each model of explanation has contributed a
great deal to the development of theory on grief and
bereavement and has also provided frameworks for various
intervention approaches with the bereaved.
(1) Psychoanalytic approach
Freud (1917) viewed grief as a painful psychological
process of relinquishing a love object. Initially, the
bereaved person strongly denies the reality of the loss.
When the death is gradually accepted, there is an
identification with the deceased person. Once the mourning
is completed, libido is withdrawn from the lost object and
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transferred to a new one. Freud also argued that an
ambivalent relationship with the lost object blocks the
normal transference of the libido from that person to a new
object. The high ambivalence makes the bereaved have the
feelings of self-blame and guilt. This could result in
clinical depression. This implies that ambivalence is one
of the major causes of pathological developments.
(2) Attachment theory
The attachment theory of grief was primarily developed
by Bowlby. It emphasizes the biological rather than
psychological functions. According to Bowlby, the
development of strong affectionate bonds and attachments is
instinctive in human beings. When the attachment bond is
endangered by separation, powerful attachment behaviors such
as clinging, crying,and angry coercion and protest are
activated. The unwilling separation can give rise to acute
physiological and emotional distress. This notion of
separation anxiety can be used to explain normal grieving
sYmptoms such as searching and yearning for the lost person,
the feeling of seeing the deceased or anger about having
been deserted. When the bereaved keeps trying to restore
the bonds through extreme preoccupation with the image of
the lost person or through the reminders of the dead one, it
is difficult for them to establish new attachments. As the
impact of loss can not be lessened by forming substitute
,;p
attachments, chronic grief and distress will occur.
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(3) Cognitive approach
Theory emerging from cognitive therapy provides a model
for understanding a variety of depressive and anxiety
disorders. Horowitz (1976) maintains that cognitive concepts
of the world and self must be and are altered by object
loss. These changes may generate intense affects.
Bereavement might activate negative "latent self-images"
that could intensify or prolong grief. According to the
cognitive theory of Gauthier and Marshall (1977), grief may
become distorted if attempts are made to inhibit it. When
the bereaved are led to suppress their reactions to avoid
pain, it will cause further distress or problems because
troubling thoughts are not resolved.
In the cognitive approach to grief, the learned
helplessness theory is also used to explain despair and
helplessness in the bereavement reaction. When people
realize that the loss ,is permanent and they can do nothing
to change it, they will feel a loss of control and
helplessness and become depressed. If the loss is unexpected
or there is overdependence or high ambivalence in the
relationship with the lost person, the feeling of
helplessness will be greater.
(4)Behavioral approach
The behavioral model emphasizes troubling, manifest
behaviors following bereavement and any environmental
factors that reinforce such behaviors. Ramsay (1977) viewed
14
grief as a brand of depression resulting from insufficient
reinforcement. ,- Mental health professionals with a
behavioral orientation also view severe or persistent grief
as a function of inadequate or misplaced social
reinforcement. Ramsay concluded that persons likely to
become "stuck" in pathological grief reactions are either
those whose prebereavement response patterns were to avoid
confrontation and escape from difficult situations or those
who have lost a major portion of the positive reinforcers in
their lives. Bereavement is associated with a reduction in
positive reinforcement and an increase in adverse events.
They lead to a reduction in goal-seeking behavior, and an
increase in escape and avoidance behavior.
Gauthier and Marshall have found that grief reactions
may be prolonged or exacerbated if family or friends provide
excessive social reinforcement for grieving behavior.
Accordingly, if there is necessary social support available,
positive reinforcement can be increased and at the same time
negative reinforcement might be reduced.
Factors that affect grief reaction and outcome
Along with theoretical explanations of grief reactions
and outcomes, empirical studies have been conducted to
investigate various factors that facilitate or impede the
course of bereavement. Stroebe and Stroebe (1983)
summarized these factors into personal and situational
variables, which have been frequently examined and discussed
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by res~archers in accounting for poor or good outcomes to
bereavement. The personal variables include social
demographic factors' (social class, gender, age, and race)
and individual factors (religiosity, personality, and
previous health). The situational variables are subdivided
into antecedent factors that affect the individual before
the loss (antecedent stresses, prior bereavement, marital
relationship, and bond with the deceased), mode of death
(duration of terminal illness, and causes of death), and
circumstances after the loss (social support and concurrent
stresses) .
Lasker and To~dter (1990) listed similar categories but
different variables that were thought to affect grief
reactions and outcomes after pregnancy loss as (1)
Individual characteristics (gender, age and education); (2)
characteristics of loss (length of pregnancy, pregnancy
planned and sudden onset); (3) coping resources (prior
mental ~nd physical health, family and friend support, and
religious faith); (4) other life stressors (family
stress, economic stress and environment stress) ;
(5) expectancy of future success (presence of living
children, prior pregnancy loss, infertile problems and
perceived likelihood of future success). They found that
different categories of variables predict different types of
grief intensity. variables such as characteristics of the
loss (especially the length of pregnancy) and individual
16
variables (particularly gender) and coping resources
(specifically marital satisfaction and prior mental health)
are the best predictors of "Active Grief". Copying
resources are the most important factors associated with
"Difficult coping" and "Despair".
Parkes and Weiss (1983) identified two major types of
factors which might complicate the course of grief. One of
them is the factors that discourage the expression of grief
and the other is the factors that discourage the ending of
the grieving process. Factors thought to influence the
onset of grief include the mode of the death itself, the
types of social support and the predisposition of the
bereaved. Each of these may act to facilitate the
expression of grief or to block it.
Yet, there are some factors which have been commonly
discussed as in association with grief reaction to different
types of loss.
Age is one of the factors that have been found to
affect grief reaction and outcomes. In several early
studies, young bereaved widows were found to be at higher
risk for grief-related psychiatric problems than old widows.
widows and widowers under forty seem to be at greater risk
of developing pathological grief than older widows and
widowers (Parkes and Weiss 1983). In contrast, Kirkley-Best
(1981) found that older mothers who experienced pregnancy
loss have lower grief scores. It was indicated in Sander's
],7
study (1981) that in some cases older widowed may have more
adjusting problems than the younger. Age was also found to
be confounded with other factors. Silverman (1972) suggests
that it is the more available supporting social network
among the elderly widowed that lessens the impact of
bereavement.
Gender is another factor. Some studies have reported
that men do more poorly than women following a spouse death.
Widowers have more health problems than widows. But women
were found to score higher than men on most dimensions of
grief scale in response to a pregnancy loss at the beginning
of the loss (Goldbach et al.,1991).
The personality of the bereaved person has been shown
to affect coping ability in the process of grieving. Vachon
et ale (1982) found that widows with less emotional
stability, higher anxiety and greater worry had higher
distress scores. Parkes (1985) described the "grief-prone
personality" as a major factor related to poor outcome. He
(1986) found that those widows who had experienced severe
reactions to previous ,losses had serious problems after the
loss of their husbands.
The nature of the relationship with the deceased person
wasrfound to have an 'influence on the perpetuation of grief.
An overdependent and highly ambivalent relationship with the
lost person is one of the high risk factors related to high
intensity of grief and poor outcomes (Vanchon 1976;Bowlby
18
1979;Parkes 1983).
Poor prior physical and mental health is another high-
risk factor for poor outcome to bereavement. It may cause
detrimental problems in the grieving process (Vachon 1976).
Parkes' study (1975) has confirmed there is a link between
previous mental illness and severe grief reaction after the
loss.
Sudden and unexpected death are often thought to
interfere with the course of grieving. Volkan (1970) in his
study claimed that all his psychiatric patients had
experienced a sudden death. Sudden death of a loved one has
particularly devastating effects. It can lead to poorer
outcomes than anticipated death (Parkes 1983). There was no
significant differences found in the impact of different
types of pregnancy loss. Yet length of pregnancy was found
Limitations of the Previous studies on Grief Patterns
In summarizing the previous studies, there are only
three grief patterns identified and discussed to a great
extent: normal grief, chronic grief and delayed grief.
According to the definition in the literature, the normal
grief pattern shows a steady decrease of grief symptoms
within a normal period of time (generally one year). With
chronic grief, there is little or no sign of diminution of
intense reaction a year or more after the loss. Delayed
grief refers to the situation in which there is little or no
grief expressed at the beginning but the intensity of grief
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may increase later and/or persist for a longer period of
time. These three patterns can be diagrammed as follows:
normal chronic delayed
These three patterns, although they have successfully
described the typical responses to a loss of a close
relationship, seem to oversimplify considerable individual
variation in the complex grieving process. For example,
using the pregnancy loss data in an earlier study (Lin and
Lasker, 1992) to examine the ethnic differences in grief and
depression, the present author found that not all the
subjects' grief scores fitted these three patterns. Some
people had an increased degree of grief one year after the
loss followed by a decline of grief scores another year
later or vice versa, which can be diagrammed as the
following:
20
1 2
(A)
3 1 2
(B)
3
These two patterns posed the problem of being
categorized into normal or pathological grief. Pattern B
even with an increase of grief scores after the first
interview could not be regarded as pathological because the
situation impr~ved afterwards. Pattern A seemed to be
normal in the first year, but in the second year the
situation reversed.
Unfortunately, none of the previous studies have
addressed these unusual patterns. Perhaps, in most cases
there might not be enough sUbjects included in the study for
the examination of other variations of grief reaction, or
the clinical observation instead of quantified measurement
has been used, which makes it difficult to compare the
degree of grief intensity over time.
As attention has been given primarily to patterns of
normal grief, chronic grief and delayed grief, there is a
over generalization of grief changes over time.
HYPOTHESES
It is hypothesized that other possible patterns of
bereavement exist in addition to the three which dominate
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the literature. As the sUbjects were interviewed three
times during the two-year period, each of them could score
differently on the grief scale at each interview. It is
predicted that 7 patterns can be identified in this study:
(1)
\
(1) There is a steady decline of
grief scores at each interview.
(2) There is a decline at the
second test but there is no
change after.
(3) There is an increase of
scores at either tbe second
or the third test" ox botll~
(4) There is an increase first and
then a decline.
(5) There is no change first and
then a decline follows. '.'
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(6) Grief scores remain constant
(7) There is a decline first and
then an increase.
Secondly, it is predicted that there exist some
significant differences among the different patterns in
grief intensity and in other variables. The variables which
have been constantly discussed in predicting grief reaction
following a pregnancy loss are age, gender, SES, education,
social support, marital satisfaction, planned or unplanned
pregnancy, length of pregnancy, previous and subsequent
loss, presence of living children and subsequent birth.
As there is no literature on the unusual changes of
grief intensity over time, it is difficult to predict how
these factors could affect each pattern of grief changes.
However, some of these variables associated with grief
intensity, as indicated in the literature, can explain
certain characteristics of each grief pattern. For
instance, another sUbsequent loss within one year, like
"putting salt on the wound" can definitely predispose people
to more vulnerable situation and as result bring their grief
23
scores higher. On the' other hand, to some people a
sUbsequent birth might help them recover from the
preoccupation of the lost baby. After the loss, a strong
marital relationship and sufficient social support
apparently can smooth the grieving process and probably can
prevent the increase of grief scores. Also people who have
10werSES scores are expected to be more likely to have
financial stress, which probably would afffect their changes
of grief score. If bereaved mothers have more education and
have children at the time of loss, they might be the ones
who are less likely to be affected by the loss event during
the whole process. Because of the complexities involved in
each pattern, it is impossible to make other plausible
predictions on these individual variables.
Nevertheless, some confounding effects of combined
variables can be expected in this study. As grieving
process goes through two years, all kinds of factors and
events occurring before, after or at the time of loss could
cause the changes of grief scores in each person. It is
predicted that some variables have confounding effects on
the bereaved people at any time or through the whole
process.
SUBJECTS AND METHOD
The data used in the present study were collected
between 1984 and 1989 in a longitudinal study of women and
their partners who experienced spontaneous abortion, ectopic
"
1
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pregnancy, stillbirth and neonatal death. The research was
conducted in tne Lehigh Valley, Pennsylvania area. 194
people (138 women and 56 husbands or partners) were referred
by seventeen ob/gyn private practices, one free standing
midwifery center, four hospital ob/gyn clinics, a local
Health Bureau and a social service agency. They were
interviewed three times - two months, one year and two years
after the pregnancy loss. During the interviews a short
version of the symptom Checklist 90 (Derogatis et aI, 1981)
was administered to measure depression and the Perinatal
Grief Scale (Potivin, Lasker, and Toedter 1989), was used to
measure grief. other multiple-item measures were used to
assess the quality of marital satisfaction, SES, friend
support and family support. ENRICH (Olson and McCubbin
1983) was used to measure marital satisfaction. The Turner
Provisions of Social Relationships Scale was used for
assessment of social support. Detailed information about
these measurements is provided in Lasker and Toedter (1990).
The Perinatal Grief Scale consists of 33 items, ranging
from 1 to five points for each. The highest possible scores
a person could have is 165 and the lowest 33. The mean
grief score of the total sample at each interview was
obtained before identifying different patterns.
In order to examine each individual's pattern of grief
scores, only the 122 sUbjects who participated in all three
interviews were included in the present study (93 females
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and 29 males). All the sUbjects (122 people) were assigned
to different groups depending on the direction of their
grief score changes at each interview. As there might be
some measurement error occurring at each interview, changes
with 10 points for each person could possibly considered non
significant. 7 different grief patterns were first
identified and then some of these patterns which shared
similarities in grief changes were merged together to create
4 groups for different types of statistic analysis.
univariate analysis of variance and crosstabs were
carried out to test the hypothesis that there are
significant differences among these four groups on the
variables of grief, age, gender, SES, education, social
support, marital satisfaction, length of pregnancy, planned
or unplanned pregnancy, types of loss, previous and
subsequent loss, subsequent birth and pregnancy and presence
of living children. Then multivariate analysis of variance
was conducted to examine whether there was a significant
difference among the four groups in terms of the combined
effects of some individual variables such as age, gender,
social support, presence of living children at the time of
loss and subsequent birth. Finally, discriminant function
analysis was conducted to find out which of these variables
combined together can best distinguish the four groups.
RESULTS
The mean grief score of the total sample is 79.63 at
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the first interview, 69.15 at the second interview and 65.39
at the third interview.
As initially predicted, 7 patterns were identified in
this study (see Figure 1 to Figure 7). There were 9 (7.4%)
people in pattern 1; there were 41 (33.6%) in pattern 2;
there were 10 (8.2%) in pattern 3, there were 5 (4.1%) in
pattern 4, there were 16 (13.1%) in pattern 5; there were 35
(28.7%) in pattern 6; there were 6 (4.9%) in pattern 7.
Mean score of each pattern was given in Table 1.
As some of these patterns identified have something in
common, they were merged together for statistic analysis.
Pattern 1 showed steady decline of grief scores from 103.3
to 78.7 and then to 62.11 and the grief scores in pattern 2
went down 90.1 to 65 and then to 60. As both of these
groups started with higher grief scores and ended up lower
at the third interview, they were put together as group l.
Pattern 4 and pattern 5 were combined to form group 2
{
because they shared the same feature that the grief scores
did not decline at the second interview (pattern 4 even went
up from 73.6 to 96.8 and pattern 5 increased slightly from
81.9 to 82.8). Another similarity was found in pattern 3
and pattern 7 both of which had 62.3 mean grief scores, the
lowest grief scores at the second round of interview (even
though pattern 3 started with 60.2 and pattern 7 with 89.82)
but whose lowest grief scores all went up to 75.7 in pattern
3 and to 82.83 in pattern 7 by the time of the third
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interview. Thus pattern 3 and pattern 7 were merged to
create group 3. Pattern 6 as an independent one formed
group 4 because of its own unique feature of keeping the
grief scores at lower level over time.
Finally, only 4 major groups (see Figure 8) were used
for the univariate, multivariate, discriminant function and
crosstab analysis. There were 50 (41%) people in group 1;
there were 16 (13.1%) in group 2; there were 21 (17.2%) in
group 3; there were 35 (28.7) in group 4. Mean grief scores
the four groups were given in Table 2.
Results of the univariate analysis of variance and
crosstab show the differences among the four groups in the
following aspects (see Table 3 and Table 4).
(1) The mean grief score of group 1 was significantly
higher than that of any other groups at the first round
interview. 48% people in this group had later losses -
still birth and neonatal death and 34% who had previous
pregnancy loss, both of the numbers were higher than that of
group 2 and group 4. There were fewer males (12%) in this
group than all the other groups. 44% subsequent births and
28% current pregnancies were reported one year after the
loss and 78% subsequent births and 4% current pregnancies
reported two years after the loss. This rate of subsequent
births and pregnancies was the highest of all the groups at
both interviews. Because of this there was 96% of people
who had children at the third interview, the largest number
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among all the other groups even though at time of the loss
fewer people in this group had children. This group also
was found to have less education and to be younger than
group 4. But its mean scores in social support, SES and
marital satisfaction were not sigificantly different from
those of other groups.
(2) People together in group 2 scored highest on the
grief scale at the third interview. They had 40% subsequent
births, 13% pregnancies, which were lower than group 1 but
higher than group 3 and group 4. There were 20% subsequent
losses and 20% non current pregnancies in total at the third
interview, the rate is greater than group 1 and group 3.
This group also had the smallest number of people (68.8%
compared to 97% in group 1, 85% in group 3 and 97.1% in
group 4)) who had children- two years after the loss. Only
6.3% of people had previous pregnancy losses and the people
who had still birth or neonatal death were less than those
in group 1 and group 3. This group, however, is not
significantly different from other groups in SES, social
support and marital satisfaction.
(3) Group 3 had a significantly higher mean score than
other groups at the second round interview and also higher
than group 4 at the first time of interview. This group too
had more later losses (69.1% even higher than 48% in group
1). There is 38.1% people in this group who had previous
pregnancy losses, the highest figure of all the groups even
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though not significantly higher than the rest. People in
this group were found to have 14.3% subsequent losses which
were greater than group 1 and group 4 and 38.1% non current
pregnancies which were higher than group 1 and group 2 one
year after the first loss, but their total subsequent birth
rate by the time of the third interview is 66.7% pigher than
that of group 2 and group 4. Thus people who had children
increased from 47.6% to 85.7% two years after the loss.
There were fewer people who had children at the time of the
loss.
(4) The mean grief score of group 4 was significantly
lower than group 1 at the first interview, lower than group
3 at both the first and the second interviews and also lower
than group 2 at the third interview. The average age of
this group was older than that of any other groups and their
mean score in eduction was significantly higher than that of
group 1. There were 74.3% people who had children at the
time of loss, the largest number among all the groups (46%
in group 1, 43.8% in group 2 and 47.6% in group 3). More
males were found in this group than in any others (37%
compared to 12% in group 1, 25% in group 2 and 28.6% in
group 3).
Significant group differences were also found in the
multivariate analysis of variances in terms of the combined
effects of the variables of age, education, presence of
children at the third interview, subsequent loss and
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sUbsequent birth,t gender and social support (see Table 5).
Results from discriminant analysis revealed that age,
presence of children at the time of pregnancy loss and
sUbsequent birth accounted for 62.74% variance of the group
differences (see Table 6). The combined variables of
presence of children two years after the loss and gender
accounted for 27.34% of the variance in the differences
between the four groups. The combined variables of
education and social support only accounted for 9.92% of the
variance of group differences.
DISCUSSION
The mean grief score of the total sample presents a
positive picture in which a "normal ,grief" pattern is
demonstrated (see Figure 9). However, a further examination
of the mean score of each group formed according to the
oJ1
change of each individual's'grief scores over the two year
period has revealed a more complicated situation. On~y 41%
SUbjects fit into that "normal grief" pattern and the
remaining 59% do not share it. Clearly, grief recovery goes
through a more complicated process than it is usually
presented. It suggests the value of examining the unusual
patterns in the study of grief and bereavement.
At first glance, the variations of grief identified in
this study seem not to parallel what has been discussed in
the literature. Except for group 1 which seems to fit the
description of normal grief, none of the other three
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patterns can be simply explained by the definition of normal
or pathological grief. The mean grief score of group 2
decreased one year after the first interview from 71.31 to
62.31, which became the lowest scores among all the groups
then. It seems to fit the description of normal grief if
there were no follow up testing another year later. ?ut
this seemingly normal group showed an increase of grief
scores to 78.38 reaching the highest point a~ong all the
groups at the third interview. This pattern of group 2
resembles delayed grief in that more grief symptoms become
obvious later but deviates from it because this pattern had
obvious grief symptoms at the very beginning which are
usually absent in delayed grief. The increase of grief
scores in group 3 from 79.91 to 86.14 during the time
between the first and second interview indicates the problem
of chronic grief. However, the tendency to pathological
gr~ef disappeared when the increased grief scores dropped 20
points from 86.14 to 63.76 at the third interview. Group 4
had relatively lower scores which did not change over two
years and 28% people fell into this category. This pattern
is so unique that none of the definitions given in the
literature seems appropriate for it. As people in this
group showed some grief symptoms at the beginning, it is not
like absent grief or delayed grief in which usually no grief
or little grief was expressed at the beginning. It is not
normal or pathological grief because. these people's grief
\
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symptoms neither disappeared or got worse over time.
Therefore, the definition of normal and pathological grief
has its limitation in describing the variations of grief
reaction, especially when people's grief is measured within
a short period of time such as one year or less.
As this study shows that some people's grief scores can
change dramatically in different directions at any time
during the grieving process, researchers should be very
cautious in categorizing normal or pathological grief.
By examining these four variations of grief reactions
over time, it was found that different intensity of grief at
the beginning is associated with certain patterns of change.
Group 1 with the initial highest grief scores tended to have
a greater decline one year after the loss (from 92.47 to
67.34). In contrast, group 4 which initially had the lowest
mean grief score went through the least changes over two
year period of time (the mean grief score of this group :
changed only from 64.93 to 64.49 and to 62.15). The unusual
changes of grief pattern were found in group 2 and group 3
which scored neither very higher nor very lower right after
the loss. Group 3 with a mean grief score of 79.91 at the
beginning went up to 86.14, which was higher than that of
any other groups one year after the loss, and went down to
63.76 at the third round of interview. The other way around
is group 2, which had a decline of grief scores from 71.31
to 62.31 but went up again to 78.38 which was the highest
33
mean grief score of all the groups at the third interview.
Even without consideration of the greater variations in
grief intensity found among all the sUbjects, the
categorization of different groups only according to the
directions of change revealed the association of grief
intensity with certain patterns of changes.
But why did people with higher intensity tend to have a
steady decline of grief scores? Why did those with less
grief symptoms at beginning go through the least changes
over time? and what factors could bring a person's grief
scores up or down at any time point in the grieving process?
There is not a simple answer to these questions because
there are too many factors wh~9h might contribute to the
formation of these four grief patterns. The findings in
this study, therefore, can only offer suggestions regarding
an explanation.
As described before, group 1 has the feature of normal
grief because its grief scores, though the highest at
beginning, went down considerably over 'two years. The
higher percentage later losses - still birth and neonatal
death - and more previous pregnancy losses found in group 1
may contribute to the high intensity of grief at the very
beginning. This assumption is based on previous findings
that people who experienced later losses were more likely to
have higher grief scores than those with early losses
(Lasker, 1990 and Kirley-Best, 1981) and that a prior loss
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was indeed associated with higher intensity of grief
(Kennell et al., 1970 and Peppers and Knapp, 1980). The
higher grief scores also can be attributed to the fact that
fewer people in this group had children at the time of loss.
It is possible that more people who fail in the first
pregnancy are more grief-stricken. If all these variables
intensified the grief reaction at beginning, they seem less
likely to affect those who were grieving in the long run,
because as time passed by, the high intensity of grief kept
decreasing in this group.
The same explanation can be used for effects of gender,
age and education. There is a general agreement that women
usually experience higher levels of grief after pregnancy
loss than do men. Therefore, the smallest number of males
in'group 1 is one of the factors which could affect the
highest mean grief score of group 1 at the first interview.
This gender effect seems to have disappeared one year and
two years after the loss as these people's grief intensity
declined in the later part of the grieving process. This
finding is consistent with the conclusion made by Videka-
Sherman and Lieberman (1985) that women showed significantly
g~eater distress than men shortly after the loss but there
was no change in adjustment after one year. Contrary to the
original prediction, social support, SES and marital
satisfaction were either significantly higher or lower than
any other groups. In the literature, sufficient social
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support has been emphasized as an important factor to help
people to recover (lowenthal and Haven 1968, Neugebauer
1987). Happier marital relationship has also been assumed
as factor which could smooth the redovery process. The
finding that no effects of social support and marital
satisfaction were on group 1 indicates that probably these
two factors did not play an important role in bring the
higher its higher grief scores down continuously overt time.
However, factors which appear to have played an
important role in decreasing the intensity of grief were
found to be subsequent birth, subsequent pregnancy and
presence of children by the time of the third interview. As
grief scores of group 1 dropped from 92.47 to 67.34 during
the time between the first and the second interview, it was
found that 72% sUbjects had either a subsequent birth or a
pregnancy (this number is much higher 'than 47.6% in group 3
and 45.7% in group 4). The association of the higher rate
of subsequent births and pregnancies with the declining
grief scores over time seems to support Kirkley-Best's
finding that having living children helps with grief (1981)
because having another child has sometimes been viewed as a
means of copying with mourning after the loss but it
disagrees with Lauren-Borulf's study which found that
subsequent birth made no difference in the recovery (1982).
Although having a subsequent birth or pregnancy helps with
grief, it is not a sign that the crisis is over, nor does it
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necessarily lead to a resolution of crisis.
Therefore, the grief symptoms of group 1 did not
completely disappear even two years after the loss despite
the fact that it showed a 'continuous decline over time.
Even though there was a positive sign of getting better, it
does not at all indicate these people could finish their
grieving process earlier than other groups.
The second highest level of grief at the first
interview was found with group 3. The variables which were
found associated with the high grief intensity of group 1
were also present in group 3. For example, more previous
losses and later losses characterized this group as well.
But the grief pattern ,of group 3 differs from that of group
1 in the way its higher grief intensity did not go down at
all, in fact even up a little bit a year after the 'first
interview (from 79.91 to 86.14). In contrast to group 1
which had more sUbsequent births and pregnancies one year
after the loss, group 3 then suffered more subsequent losses
and had more non-pregnancies at the second time of
interview. 72% subsequent births and pregnancies and 28%
subsequent losses and non-pregnancies in group 1 versus
47.6% subsequent births and pregnancies and 42.4% subsequent
losses and non-pregnancies in group 3 depicted the different
situations with the groups. If more subsequent births and
pregnancies have helped group 1 to decrease its grief
intensity one year after the first interview, the
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unfavorable situation with group 3 at this time could
definitely give bereaved parents more pain or despair,
especially those who did not have children at the time of
loss or those who had another loss within one year. To
some people who even had sUbsequent births or pregnancies
afterwards might face other problems. A subsequent birth
after the pregnancy is not only a joyful but also a
sorrowful event. When a pregnancy follows a perinatal
death, it is a difficult and anxiety-ridden pregnancy for
the family. Naturally people will worry about the future
birth following the first failed pregnancy. Therefore, it
is not surprising that the grief scores of this group stayed
higher at the second interview. There might be other
factors or life events which could also prevent the decline
of grief scores in this group. Clearly, more attention
should be devoted to this group during the first year after
the loss.
But when the percentage of people in group 3 who had
subsequent births and pregnancies increased from 47.6% to
76.2% at the third interview, the group grief scores
declined from 86.14 to 63.76. So the prolonged grief in the
first year started to change during the second year. If
fewer people who had children at the time of' loss is also
one' of t,he factors associated with the high intensity of
grief in group 3, the change in this situation at the third
interview might have also contributed to the declining grief
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scores during the time between the second and the third
interview.
Opposite to group 3, the changes of grief scores in
group 2 went in a totally different direction. Fewer
previous pregnancy losses, more early losses, more social
support and more marital satisfaction found in group 2 could
be associated with the lower grief scores at the beginning.
These factors probably had some carry over e~fect, which
might together with 53.3% subsequent births and pregnancies
(the second highest rate of all the groups) during the time
between the first and the second interview have affected the
decline of grief scores in this group (from 71.31 to 62.31)
at, the second interview. This encouraging situation of
recovery unfortunately reversed with an increase of grief
scores from 62.31 to 78.38 at the third interview, which was
higher than the initial scores while all the other groups
showed a decline of grief sqores. As the total sUbsequent
births and pregnancies were ,lower and fewer people had
children at the time of loss in this group, they ended up
with the smallest number of people who had children at the
third interview. This might be the only plausible
explanation for the increase of grief scores in group 2
after the second interview if the larger number of people
who had children at the third interview helped to bring down
the grief scores in all the other three groups at that time.
Not as predicted that lower SES scores might give people
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extra1 distress and bring grief scores hi~h~r following the
loss, this group was not found to have any unfavorable
finanical situation. So SES in affecting people's grief
outcome in group 2 is rejected. Some other life events such
as a loss of other family members, deterioration of health
or life crisis etc. occurring during the time between the
second and the third interview could also make people's
grief scores up to the highest level by the time of the
third interview. As there is no such information available
about these people, it is difficult to give a more plausible
explanation for this unusual pattern. But the increase of
grief scores in group 2 at the third interview can be
assumed different from that of group 3 at the second
interview in terms of the causes.
Grief pattern in group 2 can be very deceptive because
of its lower grief scores at beginning followed by a decline
of grief intensity one year after. Normally a completed
recovery in another year can be taken for granted. But
surprisingly, the improved situation reversed after the
second interview. This type of people needs special
attention from supporting groups, family members, friends,
and counsellors in dealing with the loss crisis.
In this study group 4 stands out as very different from
all the other groups. These people with the least changes
over time tend to have lowest grief scores all the time.
This unique pattern of grief response to a pregnancy loss
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has not been discussed in the literature. Lower grief
intensity is seen as a kind of normal grief because it runs
an uncomplicated course. However, the grieving process is
normally finished within a year or so. The finding that
group 4 has barely changed its grief scores during the two
year period of time denies its category of normal grief.
The striking features found with this group are (1) its
average age older than that of any other group; (2) the
highest percentage of people who had children at the time of
loss (74.3% compared to 46% in group 1, 43.8% in group 2 and
47.6% in group 3; (3) more education and more males than
group 1. To this group subsequent births and pregnancies
are not as important as to group 1 and group 3 in helping
people to recover. Even though this group did not have a
higher percentage of people who had subsequent births and
pregnancies, they had the highest figure of people who had
children at the time of loss. This indicates the important
role of presence of children in smoothing the grieving
process as well as making them less affected by the loss
from the very beginning. But this result is opposite to the
previous finding that there were no discernible differences
,--r-~ in severity or length of mourning between the couple with or
without a living child (Helmrath and Steinitz, 1978).
Group 4 can be easily overlooked because of its lower
grief scores at beginning. These people who seemed to be
less affected by the loss are more likely to be left alone.
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As a matter of fact, their grief symptoms which were even
though less than but still the same as those of other
groups, did not completely disappear at the third interview.
By the time of the third interview, except for the
increase of grief scores in group 2, the ,other three groups
were on their way to recovery. But what would be the
situation another one or two years after? Could any other
unexpected changes occur then or can the predictions be made
by the present situation? If, as time passes by, each
pattern shows further decline of grief scores, it can be
concluded that completion of the grieving process takes a
much longer time than ,discussed in the literature. If there
is no discernible improvement afterwards in another few
years, it is probably true that the pain of pregnancy loss
could never be totally eliminated for many people. If other
variations occur to any of these patterns, more complexities
involved in the recovery process can be expected.
Besides the differences existing among these four
groups on the individual variables, confounding effects of
combined variables were also found in this study. The
combined variables of age, gender, education, presence of
children at the time of loss and at the third interview,
subsequent loss and non-pregnancy and subsequent birth and
pregnancy, and social support all together made significant
differences among the four groups. Further more, some of
these variables in interaction were found to have greater
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discriminant function. For example, if older age of parents
is associated with the lower intensity of grief in the
pattern with less change overtime, this factor can account
for the group differences best in terms of its interactive
effect with other variables such as presence of living
children at the time of loss and subsequent births. People
of group 4, with average older age, with children at the
time of loss and/or with some subsequent births, seemed to
be doing better in the grieving process than others.
As there was no such study which compared the changes
of grief intensity over time in the literature, this
exploratory study is very preliminary and some
methodological problems or other problems are inevitable.
First of all, the division of the original 7 grief
patterns based only on the changes of grief scores in each
person, although identifying more patterns than what have
been presented in the literature, has its obvious
limitations. As all the SUbjects' grief scores were widely
spread on the large scales, for instance the highest grief
scores in pattern 1 was 149 and the lowest 74, there might
exist differences among them in spite of the same direction
their changes follow in each pattern. It would be ideal to
first arrange the SUbjects by the intensity of grief in
high, medium or low degree and then identify the possible
patterns, because there have been found some significant
differences among those people when only their total grief
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scores were used as a cut line to divide them~different
,groups regardless of the changes of grief scores overtime~
However, the sample of this study is not large enough to
permit the consideration of both the intensity of grief in
terms of total grief scores for each person and the their
changes of grief scores over time. Unless there is a·study-
which can take account of these two aspects, there will
always be a confusion of identifying normal or pathological
'grief by how higher its intensity is at different times or
by whether the intensity declines over time.
This limitation, therefore, makes it impossible to
identify those who had higher grief intensity but went
through the slight changes (below 10 points) - a kind of
chronic grief mentioned in the literature. There is no way
to compare these people with those who had higher grief
scores at the beginning but showed a steady decline over
time, nor compare them with whose who did not have higher
I
grief scores but went through changes of decline all the
time.
Secondly, the change of different grief symptoms -
despair, guilt, sadness, fear, depression, withdraw,
fantasy, preoccupation, disbelief, searching and anger - is
.
not addressed. It remains unknown what symptoms are more
likely to appear with what type pattern and what symptoms
tend to be prolonged in which grief pattern. Different
symptoms tend to appear at different stages in the grief
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process. Any finding in this aspects can contribute to a
better understanding variations of grief responses.
Finally, there is a limitation of generalizing the
patterns identified in this study to grief reactions to
other losses such as a loss of spouse or parent. As the
experience of pregnancy loss is different from the loss of a
spouse or parent, people who suffer other kinds of loss may
demonstrate different type of grief patterns. The
comparative study of grief patterns after pregnancy loss to \
the grief patterns of'other losses is suggested.
CONCLUSION
More grief patterns following a pregnancy loss
identified in this study reveals' that grieving process is
more complicated than presented before. Thus, it is wrong
to conclude that as time passes by grieving people are
supposed to get better and better as majority of people in
this study were found to have more or less grief symptoms
even by the time of the third interview.
Through the analysis of the characteristics associated
with each pattern, it is clear that grief changes often did
not occur shortly after the loss. In some people grief
symptoms became more obvious even two years after.
Theref~re, without a longitudinal study for at least two
years and more, findings from studies of grief reaction can
be very misleading.
In identifyingqifferent patterns of grief reaction to a
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pregnancy loss and analyzing their characteristics, a better
understanding of variations of grief response in the complex
grieving process has been achieved.
In spite of its limitation, ,this exploratory study has
broadened the research scope in the field of grief and
bereavement study and will provide more empirical
information for development of theoretical models to explain
the complicated grieving process following loss of a close
relationship.
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TABLE 1
Grief Mean Scores of 7 Groups
Group N. Mean 1 Mean 2 Mean 3
1 9 103.33 78.78 62.11
2 41 90.08 64.96 64.64
3 10 62.20 62.30 75.70
4 5 73.60 96.80 61.00
5 16 81. 87 82.81 64.15
,
6 35 64.93 64.49 62.15
7 6 89.82 63.33 82.83
TABLE 2
Grief Mean Scores of 4 Groups
Group
1
2
3
4
N.
50
16
21
35
Mean 1
94.47
71. 31
79.90
70.36
47
Mean 2
67.46
62.31
86.14
64.49
Mean 3
64.18
78.38
63.76
62.15
TABLE 3
Mean Scores of 4 Groups on Different Variables
Variables Group 1 Group 2 Group 3 Group 4 P.
Age 28.22 27.63 27.95 32 .05
I I I r
Education
Grief 1
13.58
92.47
13.19
71. 31
14.05
79.90
15.06
64.93
.05
.05
.~
L Grief 2 67.46 62.31 86.14 64.49 .05
I II
Grief 3 64.18 78.38 63.76 62.15 .05
I
'I 1
Social 47.60 47.56 46.05 48.89 N.S
support
Marital 142.34 145.33 135.81 143.92 N.S
Satisfaction
SES 215.14 -214.25 -164.81 639.69 N.S
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TABLE 4
(A) comparisons of 4 Groups at the Second Interview
Variables Group 1 Group 2 Group 3 Group 4
Pregnancy 28% 13.2% 19% 20%
Non-pregnancy 24% 26.7% 38.1% 51. 4%
Subsequent 44% 40% 28.6% 25.7%
birth
Subsequent 4% 20% 14.3% 2.9%
loss
(B) comparisons of 4 Groups at the Third Interview
Variables -Group 1 Group 2 Group 3 Group 4
Pregnancy 10% 0 15% 5.7%
Non-pregnancy 50% 60% 35% 60%
Subsequent
birth 36% 26.7% 40% 31. 4%
Subsequent 4% 13.3% 10% 2.9%
loss
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TABLE 4
(C) Comparisons of 4 Groups on the Variables of
Presence of Children at the Time of loss and Two Years After
Variables Group 1 Group 2 Group 3 Group 4
Presence of
children (1) 46% 43.8% 47.6% 74.3%
Presence of
children (2) 96% 68.8% 85.7% 97.1%
(D) Comparisons of 4 Groups on the other Variables
Variables Group 1 Group 2 Group 3 Group· 4
Males 12% 25% 28.6% 37.1%
Later loss 48% 31. 3% 61. 9% 34.3%
Previous 34% 6.3% 38.1% 31. 4%
loss
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TABLE 5
MUltivariate Tests of Significance
with variables of age, education, gender, presence of children
at the time of loss, presence of children at the third
interview, subsequent birth and social support
Test Name Value
Pillais .36901
Hotellings .44500
wilks .66748
Approx. F
2.26410
2.32391
2.29840
Hypoth. DF
21. 00
21. 00
21. 00
Sig. of F
.001
.001
.001
Roys .21826
TABLE 6
Canonical Discriminant Functions
Function Eigenvalue l!:- Variance D.F. Significance0
1 .27919 62.74 21 .0012
2 .12165 27.34 12 .1129
3 .04416 9.92 5 .4222
Variables Function 1 Function 2 Function 3
Age .61570* .09117 -.07686
Presence of .49367* -.01817 -.09540
children(l)
Subsequent .47563* -.21644 .39837
birth
Presence of .24003 .78064* -.23153
children(2)
Gender .38138 -.41624* -.33763
Education .47505 .10811 -.57318*
Social .25543 .08417 .45393*
support
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FIGURE 8
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